Two studies of elderly populations in Sweden which included surveys of their dietary intake are discussed: a study of 621 men in Malmö who were born in 1914, and a gerontological and geriatric population study of approximately 1,000 men and women in Göteborg who were 70 years old at the start of the study in 1971 and have been reexamined several times in subsequent years. The average dietary intakes were high, but there was considerable variation. This paper points out that quantitative data such as the intake of energy and nutrients alone are not adequate for identifying people at risk. Significant relations exist between such quantitative factors and qualitative aspects of people's life circumstances. Qualitative data are required in planning interventions for the elderly.
The nutritional status of a population cannot be described by dietary surveys alone. There is also a need for social, psychological, and medical data, along with assessment of clinical signs of malnutrition, anthropology, biochemical analysis, and biophysical tests.
During the last decade numerous dietary surveys in elderly populations have been performed in various countries. In Sweden, the dietary habits of elderly people are well known from epidemiological studies in the northern, western, and southern parts of the country [1] [2] [3] [4] . One starting point for the dietary parts of these studies is that quantitative data have to be combined with qualitative ones in order to obtain not only average intake values and variation but also explanatory qualitative data to help in intervention procedures and public health programmes. Two of these population studies will be discussed in this paper -a study of men born in 1914 conducted in Malmö [3] , and gerontological and geriatric population studies in Göteborg [1] ; results from the dietary parts of these studies were published during the 1980s [5] [6] [7] .
The Malmö study of men born in 1914 is a prospective study, which began in 1969 with the primary purpose of studying risk factors for cardiovascular disease. Malmö is a city in southern Sweden with about 230,000 inhabitants. The study population comprised all men in Malmö who were born in even months in 1914 -a total of 621 men.
The gerontological and geriatric population studies in Göteborg started in 1971 with a cohort of about 1,000 men and women 70 years of age. This cohort has been re-examined several times, most recently at age 88. Subsequently other cohorts of similar size of other generations have also been studied at various ages.
The results of the sampling procedure can be said to include qualitative factors of importance to the results of the dietary substudies within the study. Such factors include the non-response and participation rates. In the Malmö study of 68-year-old men, more non-responders lived alone, had a worse self-perceived health, were more often hospitalized during a certain period before the study, and were more often alcohol-dependent [3] . Obviously, such qualitative factors could distort the Qualitative factors as possible indicators of inadequate dietary habits representativity of the results from a study if the nonresponse rate were high.
A large range in the participation rates in different city areas was noted; in Malmö the rates varied from 27% to 100%. Areas of low participation were characterized by more single-person households, more households on social welfare, and higher rates of unemployment [3] .
Generally, in the two studies the average dietary intake values were high, but there was considerable variation. This does not help much in identifying people at risk; we also need to include qualitative data in planning interventions.
In the Malmö study of 68-year-old men, the proportion with "inadequate dietary habits" -using a specific and arbitrary definition [8] -differed in groups of high, medium, and low social status (12%, 18%, and 29% respectively) and in corresponding groups with different degrees of social participation. The same was true regarding physical activity (10%, 21%, and 30% respectively). The proportion of men with inadequate dietary habits was higher among those with low or high alcohol consumption than in the in-between group [7] .
When the same definition of inadequate dietary habits was used in the gerontological and geriatric population studies in Göteborg for the subjects at age 70, some qualitative factors showed a clear relation to the dietary habits. The proportion of men and women with inadequate dietary habits was significantly higher among people living in apartments than among those living in single-family houses. Among men, the proportion was significantly higher among those who were not able to use their ovens than among those who could. Fortyseven per cent of the men and 58% of the women with walking difficulties were considered to have inadequate dietary habits by the definition used.
In the same study the proportion of subjects at age 76 with a low intake of thiamine, according to current standards, was considerably higher among unmarried people and blue collar workers. For people living together, the proportion was higher among those who had been together for less than a year.
Also at age 76, the proportions of subjects with low intakes of thiamine and protein were considered in relation to activities of daily life function. Significant differences existed between those who needed and those who did not need different kinds of support for such activities. For example, in the group who needed personal help, 34% of the subjects had a low intake of thiamine, compared to 11% of those who did not need help. The same tendency could be seen with respect to low protein intakes.
In the Göteborg studies feelings of loneliness were examined in relation to disease and social factors. Loneliness was a problem to 24% of the women and 12% of the men. Fatigue, negative self-assessment of health, high consumption of hypnotics and sedatives, and high frequency of seeking medical advice were all significantly more common in the lonely group [9] .
An important phenomenon to be taken into consideration is the dynamic changes in the medical, psychological, and socio-economic circumstances under which the elderly live. Thus there are cohort or "generation" differences -which are significant even in short perspectives such as a decade [10; 11] . Important information from recent population studies indicates that functional variation between individuals is very large at the same chronological age, and.that chronological age seems, in fact, to become increasingly less valuable as an information source about an individual's functional ability with advancing age. For example, in the studies in Göteborg of cohort differences between 70-yearolds in 1971-1972 and in 1981-1982 respectively, it was noted that the later cohort felt healthier (both sexes), smoked less (males), and had their own teeth to a markedly higher degree [12] .
Health and vitality seem to be increasing among the younger elderly people in countries like Sweden [10; 11] . On the other hand, increasingly more individuals will for that same reason reach ages where a so-called uncompensated ageing is common, and the number of cases of certain diseases will, therefore, increase with age.
Conclusion
Information about dietary habits should be collected from broad epidemiological and multidisciplinary studies that examine psychological, social, and medical as well as nutritional data. This paper has tried to indicate that it is obvious that the analysis of quantitative data alone, such as intake of energy and nutrients, is not sufficient to describe and explain the dietary situation of an elderly population. Significant relations exist between qualitative and quantitative factors, and we suggest that qualitative factors could be used as indicators of adequate dietary habits in nutritional studies in the elderly and in planning intervention and public health programmes.
